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See OMB Statement Below ,é’f
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1 .NAME OF PRACTITIONER

First Name Middle Name Last Name Suffix
Steven A Pelg no
2. State Medical License Number License State 3. Specialty 4. NPl and License Number
[ekry Rhode Island M -4 APZ M8
|
5. ADDRESS OF PRIMARY LOCATION 6. TELEPHONE NUMBER
270 Hamilton-Aienton Road 401-295-0012
Address Line 2 Extension (if applicable)
test
City
T.FAX NUMBER
North Kingstown
State EXX-OOC-XEXX
Rhaode Island v 8. EMAIL ADDRESS
Zip Code muksian@bryant edu
02852 Cenfirm Emall Addrezs

VAR_month +11

Do @B

Check each of the i in th i diversi P
Random clucal drug testing
Froutine clinical drug lesting:
Random pabent recall visits for covered medicabion counts:
Provisian of infarmation to patients abaut proper medication storage. inchuding not sharing medication:
Prescription drug ing program (POMP) o other itary of ing and ing queri
{;wwrmcmmmr_‘:,
12, Under your diversi | plan, under ' do you check the PDMP or other central repository?
Check all that apply:
A every patient vist
) On first visit

1 According o a schedule such as quanery
) Based on clinical assessment of risk

13, Any cther elements of the diversion control plan not already described (e.g., implants, misuse deterrent packaging such
disposal)

as timed single dose dispensing packaging, and




14, |mmummm&mmmlwwmdwm Mote: Any faise, fictitious, or fraudulent
wdcmmlmlo

pmseum andlor monetary penalties, and or denial, mmusspmnmhw revocation of
w‘;wﬂuumwwmm (See 18 USC § 1001, 31 USC 55 3801-3812 ziuscﬁm 42CFR §

Please type your name to sign this elecwronic form.
I
Please re-enter your DEA Registration Mumbar to verify:

Thas f inbended to hance with 42 CF R Parl 8, Subpart F.




